of typical clinical, sigmoidoscopic, and radiological findings and the exclusion of bacterial and parasitic infection. SCHEME OF TREATMENT Corticotrophin was used in eight patients who failed to respond to prednisone and in two patients who were so ill that it was used from the start. Preliminary observations suggested that the initial dose should be 80 units daily. Before the study began it was agreed that this dose should be continued for a minimum period of five days unless emergency surgical treatment was required, and that the dose should be reduced by decrements of 20 units in accordance with the clinical improvement. Prednisone was used in 18 patients in a divided dose of 10 to 60 mg daily (Table I) (Black and Friedman, 1965) of the fluorimetric method of Mattingly (1962) The data on the response to various doses of ACTH suggest that increasing the dose of corticotrophin gel not only increases the peak response at five hours but also, and possibly more important, increases the duration of action.
The similarity between the plasma cortisol response of the patients who went into remission and of those who required surgery shows that the adrenal response to corticotrophin is not the only factor governing recovery.
An interesting finding was that in nine of the 18 patients on prednisone blood cortisol levels were normal or high, confirming the observation of Mattingly (1963) that the normal fall to very low levels may not occur in some patients with gastrointestinal disorders during corticosteroid therapy. This could mean that the prednisone is not absorbed, or that it is inactivated in the gut, or that the stress of the disease prevents the usual suppression of endogenous corticotrophin secretion by the drug. Since structural and functional changes in the small intestine are known to occur in patients with severe ulcerative colitis (Salem and Truelove, 1964) , a failure of absorption could explain some of the instances in which blood cortisol levels were normal or high during oral prednisonetherapy. Alternatively, while an increase in circulating corticosteroids normally suppresses corticotrophin secretion by the pituitary (Landon and Greenwood, 1968) , this suppression may not occur under conditions of stress. For example, preoperative treatment with dexamethasone failed to prevent cortisol secretion in response to the stresses of laparotomy (Estep, Island, Ney, and Liddle, 1963) or insulin hypoglycaemia (James and Landon, 1963) .
Further investigation is needed to account for the raised plasma cortisol levels in some of the patients receiving large doses of prednisone. Our results do not explain why some patients who did not improve with oral prednisone subsequently responded to corticotrophin.
SUMMARY
The adrenal response to corticotrophin was assessed by measuring serial plasma cortisol levels in 10 cases of severe colitis. It was found that increasing the dose of corticotrophin gel not only increased the peak levels but also increased the duration of action. No difference in adrenal response was detected between the six patients who responded to corticotrophin and the four who required surgery.
The plasma cortisol level was also measured in 18 patients with colitis being treated with oral prednisone and in nine patients values above 3 jig per 100 ml were found indicating possibly a failure of adrenal suppression. This finding could explain why some patients who fail to respond to treatment with oral prednisone subsequently respond to treatment with corticotrophin. 
